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Reason for Review:

Senate Bill 1147, Printer’s Number 2159 was signed into law on July 3, 2008. The bill became
effective on December 30, 2008 and is known as Act 33 of 2008. As part of Act 33 0of 2008,
DPW must conduct a review and provide a written report of all cases of suspected child abuse
that result in a child fatality or near fatality. This written report must be completed as soon as
possible but no later than six months after the date the report was registered with ChildLine for
investigation.

Act 33 of 2008 also requires that county children and youth agencies convene a review when a
report of child abuse involving a child fatality or near fatality is indicated or when a status
determination has not been made regarding the report within 30 days of the oral report to
ChildLine. On September 25, 2013, Armstrong County convened a review team in accordance
with Act 33 of 2008 related to this report.

Family Constellation:

Name: Relationship: Date of Birth:

Living in the home at the time of incident:

Victim Child . 10/03/1998
Father 1964
Brother 1995

Individuals who reside in ||| |

Mother 1975
Sister 1999

Notification of Child Near Fatality:

On September 6, 2013, the mother’s friend transported the child to ||| G
in her car. The child arrived at the Emergency Room with severe abdominal pain. The

Scan of the child’s

abdomen showed a

The child received and was transferred via medical helicopter to
Children’s Hospital in Pittsburgh (CHP). :

On September 6, 2013, at 9:45 pm, the ACCYS on-call caseworker received a call from the
Department of Public Welfare, Office of Children, Youth and Families, Western Region
(Department) on-call worker informing them of the near fatality report of the child. It was
reported to the county that it was a numbered report due to medical neglect. The county on-call
caseworker reported to the Department’s on-call worker that they were already contacted by
concerning this child. At 10:45 pm, the




ACCYS on-call caseworker contacted ChildLine to confirm the near fatality report and requested
any additional information pertaining to this report.

Summary of DPW Child Near Fatality Review Activities:

The Westei’n Regional Office of Children, Youth and Families (Department) obtained and
reviewed all records pertaining to the ] family. The regional office also participated in the
Act 33 County Internal Fatality Review Team meeting on September 25, 2013.

Children and Youth Involvement prior to Incident:

On October 21, 2005, Armstrong County Children and Youth Services (ACCYS) received a
I - icoing that the child had been sexually abused by a babysitter. On
December 13, 2005, this report was Indicated and the case was closed at intake.

Circumstances of Child Near Fatality and Related Case Activity:

On September 2, 2013, the child complained of abdominal and back pain, nausea, vomiting and a
fever. The child reported the symptoms to her father. The child asked her father to take her to
the doctor. The father stated that he had to go to work and did not have any money to take the
child to the doctor’s office.

On September 4, 2013, the child went to the school nurse, the school nurse called the father and
advised him to take the child to the doctor. The father stated that he would, but never took her
for medical treatment.

On September 6, 2013, the child called her mother who lives in ||| Il and asked her
mother to come and get her, so she could be taken to the hospital. The mother stated that she
would be coming to Pennsylvania to take her daughter to the hospital. The mother then called a
friend to take her daughter to the hospital. She then called the father and asked him to take the
child to the local gas station to meet the mother’s friend, so the friend could see the child. The

mother’s friend transported the child to |GGG i he: vehicle.

The child arrived at the
pain. The child’s

Emergency Room with severe abdominal
of the child’s abdomen showed a

Y .1 the child s condition worsened

due to the father not seeking medical treatment for the child. , a physician at

the child would survive, but it would be a long recovery. He also stated that this situation was
made more complicated because the issue was not addressed when the child first spoke to her
father about the symptoms. The child received ||l and was transferred via medical
helicopter to Children’s Hospital in Pittsburgh. A team of medical specialists from |||

, certified the child to be in critical condition. The physician stated |




- were present during the life flight from ||| | GGG
t

o assist during the transport.

On September 6, 2013, at 9:45 pm ACCYS on-call caseworker received a call from the
Department on-call worker informing them of the near fatality report of the child. It was reported
to the county that it was a numbered report due to medical neglect. The county on-call
caseworker reported to the Department’s on-call worker that they were already contacted by

Emergency Room staff concerning this child. At 10:45 pm, the
ACCYS on-call caseworker contacted ChildLine to confirm the near fatality report and requested -
any additional information pertaining to this report. The report was confirmed. The ACCYS on-
call caseworker contacted Allegheny County Office of Children, Youth and Families (ACCYF)
to conduct a courtesy visit to see the child at ||| G A :strong
County was also informed of another child residing in the home, unknown of the age and
location of the child. '

On September 7, 2013, ACCYS determined the child’s sibling was 18 years old and resided in
the father’s home. ACCY'S contacted - to get an update on the child and it was reported that
the child was doing fine and that the mother did arrive and was with her daughter. The [ staff
reported there had been no contact from the father to check on the condition of his daughter. The
Il staff also stated that the mother appeared appropriate in her interactions with her daughter.

On September 10, 2013, the caseworker met with the child and the mother at the hospital. The
mother informed the ACCYS caseworker that she had physical and legal custody of her
daughter; however, a few months prior, while the child and her 18 year old sibling were visiting,
the father asked for the children to remain with him and she agreed. She stated that she
maintained regular contact with her children while they resided with their father. She stated that,
upon | t:c child would be returning with her to || | |  jJRIEM The mother
also stated that she did not feel the father maliciously withheld medical care for her child, but did
not excuse his behavior. :

On September 11, 2013, ACCYS received the documentation from Allegheny County OCYF
regarding their visit with the child. It was reported that the child had a and

. It was reported that the child was also being
The child was in stable condition but will remain in the hospital
. The child was deemed safe in the hospital setting. ,

On September 16, 2013, the child |G i o he: mother’s care and

custody. o

On September 17, 2013, the ACCYS caseworker spoke with the mother concerning the child and
the mother reported that they had returned to — and her daughter was doing well.
The mother reported that a._ came to her home to see the child today. She also

" reported that the child would be living with her until she turns 18 and had not had any contact

with the father.




On September 19, 2013, after several attempts and unannounced visits to the father’s home, the
caseworker was able to-meet with the father and older sibling. The local law enforcement office
was aware of the meeting and chose not to attend. The father stated that he believed that the child
only had the stomach flu and that he thought she was starting her menstrual cycle which
explained the further stomach pain. He also stated that, due to the lack of insurance, he was
hesitant to take the child to the doctor. The father stated he was unaware that his daughter was in
the hospltal He had thought that she was at her maternal grandmother’s home, and that was his
reasoning for not contacting - to check on his daughter’s condition.

On September 25, 2013, ACCYS conducted a Multi-Disciplinary Team (MDT) meeting. It was
determined that this was a case of “Medical Neglect”, and that the report would be submitted as
indicated. The CY-48 was submitted to Childline as Indicated based on medical evidence of
medical neglect.

On September 25, 2013, ACCYS closed the case due to the youth residing in ||| | ||| I it
her mother. ACCYS did have contact with the local Children and Youth agency in the mother’s
home county. No reports were found on the mother and her children in ||| |  jj Il Tbe
mother’s interactions between her and her daughter were deemed appropriate, so the case was
not transferred to

Current Case Status:

Case was closed with ACCYS on September 25, 2013.

County Strengths, Deficiencies and Recommendations for Change as Identified by the
County’s Child Near Fatality Report:

Strengzhs:

The county responded in a timely manner and géthered the information concerning the
incident. In addition, the county was in compliance with all statutes and regulatlons and
services to the children and famlhes

Deficiencies:

None were noted.

Recommendations for Change at the Local Level:

None were noted.

Recommendations for Change at the State Level:

The review fea_m recommended that ChildLine should contact the local CYF on call
worker, even though they notified OCYF at the state level.




Department Review of County Internal Report:

The County report was received on November 6, 2013 and was reviewed. The Department is in
agreement with the county on its findings.

Department of Public Welfare Findings:

County Strengths:

The County completed the Act 33/MDT meeting in a timely manner and had all the

- required people present. The County completed the Act 33/MDT report in a timely
manner and submitted it to the Department. The County also ensured the safety of the
child. ’

County Weaknesses:

- None were determined.

Statutory and Regulatory Areas of Non-Compliance:

No areas of non-compliance.

Department of Public Welfare Recommendations:

None




